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In his (Sir Charles's) own work from ten to twenty days was the time. Dr. Duel, when he had two cases in hand, would sometimes take a nerve from one patient to graft both. That was not a good plan unless a blood test was carried out beforehand to ensure that both belonged to the same blood class, but both Dr. Duel's patients had done well. In his paper he described the preparation of the graft. The degenerated graft was in such a condition as to be particularly favourable to the passage along the empty tubes of the degenerated graft of the axons of the central segment of the nerve.
Mr. Sydney Scott had asked what happened if the lesion involved the geniculate ganglion. He (Sir Charles) did not think that mattered. [Mr. Scott: If you have a case with a fractured base, must you do the old anastomosis ?] Yes, that was so. He had had cases of gunshot fracture of the mastoid in which the whole region was destroyed, and one could not perform the new operation on the injured nerve in the aqueduct because the nerve had been blown away.
Sir Harold Gillies, in reply to Dr. Guthrie, said that the new muscle belly was completely surrounded with fascia as described in the paper. The method of suturing one graft to another was by transfixion with a needle threaded with chromic catgut for the primary knot, and subsequently the fascia was passed round the fascia, or through it, so as to make it quite secure. He had not found any difficulty on this score.
In reply to Mr. Holt Diggle: It was advisable to remove a wedge of skin in the pre-auricular temporal region when there was an excess of skin; but in his opinion that did not permanently aid the alleviation of the facial paralysis.
He (Sir Harold) was delighted with the remarks that had been made about his paper, and the kind reception which had been accorded to it. I.-W. S., aged 33, fireman on an engine, on August 7, 1931, was coupling-up a train and was caught behind the right ear by the vacuum pipe. Result: facial paralysis. The eye could not be closed and therefore the patient was unable to perform his work. January 1, 1932: Fascia lata graft inserted into the lower eyelid and also into the upper eyelid. Result: eye aperture reduced to a small slit which patient was able to close. Consequently he was able to resume work in April 1932.
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